
  
 

 

TOWN OF HANOVER 

PAYROLL & BENEFITS OFFICE 

188 BROADWAY 

HANOVER, MASSACHUSETTS  02339 

(781) 878-0786 

Website:  www.hanover-ma.gov 

 

Welcome to the Town of Hanover! 

 
 
The Payroll and Benefits Office for the Town of Hanover would like to congratulate and welcome you on your new 

position.  The staff is available and prepared to offer assistance with the numerous options offered to all benefit 

eligible employees.   

 

Please complete all of the enclosed documents. As soon as you complete all of the paperwork, call Audrey Barresi 

to set up an appointment. It is very important to bring the required documentation listed below with you to your 

appointment. 

  

 Voided check or bank authorization form for direct deposit. 

 Driver’s License AND U.S. Passport  or either a social security card or copy of your birth certificate  

 Copy of your birth certificate (for all employees hired for 20+ hours per week) 

 Social Security numbers and birthdates for any dependents or beneficiaries you may be including on health, 

life, or retirement documents. 

 Birth Certificates for any dependents you are adding to your health insurance. 

 Primary Care Physician (PCP) #’s for health insurance forms. 

 

Prior to beginning your employment, all new employees are required to review the following documents listed 

below.  These notices can be found on our website at http://www.hanover-ma.gov/payrollbenefits-

office/pages/required-notices 

 

Conflict of Interest Law Summary and Training 

Children’s Health Insurance Program (CHIP) Notice 

HIPAA Notice of Privacy Practices 

HIPAA Notice of Special Enrollment Rights 

Creditable Coverage Disclosure Notice 

Health Insurance Marketplace Information 

Sexual Harassment Policy 

 

For more information please feel free to contact the office with any questions or concerns at  

781-878-0786. 

 

Payroll/Benefits Supervisor Lisa Keefe  Ext. 14  

Benefits Specialist:  Audrey Barresi   Ext. 23  

Payroll Assistant:  Lisa Feeney  Ext. 18 

 

------------------------------------------------------------------------------------------------------------------------------- 

 
Please sign below in acknowledgment that you have been notified of the required employee documents listed. 

 

 

__________________________ _______________________  __________________ 

Employee signature   Benefits Administrator  Date 

 

 

http://www.hanover-ma.gov/payrollbenefits-office/pages/required-notices
http://www.hanover-ma.gov/payrollbenefits-office/pages/required-notices






MASSACHUSETTS EMPLOYEE’S WITHHOLDING EXEMPTION CERTIFICATE                  Rev. 1/12

Print full name . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Social Security no. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Print home address . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . City. . . . . . . . . . . . . . . . . . . . . . . State . . . . . . . . . . . . . . . Zip . . . . . . . . . . . . . . . .
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Employee:
File this form or Form W-4 with
your employer. Otherwise,
Massachusetts Income Taxes
will be withheld from your
wages without exemptions.

Employer:
Keep this certificate with your
records. If the employee is
believed to have claimed
excessive exemptions, the
Massachusetts Department
of Revenue should be so
advised.

HOW TO CLAIM YOUR WITHHOLDING EXEMPTIONS
1. Your personal exemption. Write the figure “1.” If you are age 65 or over or will be before next year, write “2” . . . . . . . . . . . . . . .

2. If married and if exemption for spouse is allowed, write the figure “4.” If your spouse is age 65 or over or will

be before next year and if otherwise qualified, write “5.” See Instruction C. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

3. Write the number of your qualified dependents. See Instruction D. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

4. Add the number of exemptions which you have claimed above and write the total. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

5. Additional withholding per pay period under agreement with employer $ _____________________

A. Check if you will file as head of household on your tax return.

B. Check if you are blind. C. Check if spouse is blind and not subject to withholding.

D. Check if you are a full-time student engaged in seasonal, part-time or temporary employment whose estimated annual income
will not exceed $8,000.

EMPLOYER: DO NOT withhold if Box D is checked.

I certify that the number of withholding exemptions claimed on this certificate does not exceed the number to which I am entitled.

Date. . . . . . . . . . . . . . . . . . . . . . . . . . . Signed . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

THIS FORM MAY BE REPRODUCED

THE COMMONWEALTH OF MASSACHUSETTS, DEPARTMENT OF REVENUE

IF THE ALLOWABLE MASSACHUSETTS WITHHOLDING EXEMPTIONS ARE THE SAME 
AS YOU ARE CLAIMING FOR U.S. INCOME TAXES, COMPLETE U.S. FORM W-4 ONLY.

A. Number. If you claim more than the correct number of exemptions, civil
and criminal penalties may be imposed. You may claim a smaller number of
exemptions. If you do not file a certificate, your employer must withhold on
the basis of no exemptions.

If you expect to owe more income tax than will be withheld, you may either
claim a smaller number of exemptions or enter into an agreement with your
employer to have additional amounts withheld.

You should claim the total number of exemptions to which you are entitled to
prevent excessive overwithholding, unless you have a significant amount of
other income.

If you work for more than one employer at the same time, you must
not claim any exemptions with employers other than your principal
employer.

If you are married and if your spouse is subject to withholding, each may
claim a personal exemption.

B. Changes. You may file a new certificate at any time if the number of
exemptions increases. You must file a new certificate within 10 days if the
number of exemptions previously claimed by you decreases. For example,
if during the year your dependent son’s income indicates that you will not
provide over half of his support for the year, you must file a new certificate.

C. Spouse. If your spouse is not working or if she or he is working but not
claiming the personal exemption or the age 65 or over exemption, general-
ly you may claim those exemptions in line 2. However, if you are planning to
file separate annual tax returns, you should not claim withholding exemp-
tions for your spouse or for any dependents that will not be claimed on your
annual tax return.

If claiming a wife or husband, write “4” in line 2. Using “4” is the withholding
system adjustment for the $4,400 exemption for a spouse.

D. Dependent(s). You may claim an exemption in line 3 for each individual
who qualifies as a dependent under the Federal Income Tax Law. In addition,
if one or more of your dependents will be under age 12 at year end, add “1”
to your dependents total for line 3.

You are not allowed to claim “federal withholding deductions and
adjustments” under the Massachusetts withholding system.

If you have income not subject to withholding, you are urged to have
additional amounts withheld to cover your tax liability on such income.
See line 5.









TOWN OF HANOVER 
PAYROLL & BENEFITS OFFICE 

188 BROADWAY 

HANOVER, MASSACHUSETTS  02339 

(781) 878-0786 

Website:  www.hanover-ma.gov 
 

 

DIRECT DEPOSIT  
   

The Town of Hanover offers the use of direct deposit for all employees. This benefit allows you to have your 

paycheck deposited electronically to any bank account(s) YOU specify. There are no restrictions on your choice of 

financial institutions.   

  

Direct deposit will benefit you in many ways. There is no need to stand in line at the bank and there will be no hold 

on your money until your payroll check clears. Your money is available for immediate use each Thursday at 12:01 

a.m. To sign up for direct deposit, please complete the information requested below. If your funds will be deposited 

into a checking account please attach a voided check and return it to the Payroll/Benefits Department.   
 

  

                        

Name:                            ______________________________________    

Department:                   ______________________________________    

 

Primary Direct Deposit 

                      

Financial Institution 1:  ______________________________________  

Routing Number            ____________________________     Account Number ____________________ 

Checking account $      __________                  ⁭ Savings account    $__________   

Net Balance $___________ 

 

Additional Accounts (Savings, Christmas Club, etc.) 

 

Financial Institution 2:  ______________________________________  

Routing Number            ____________________________     Account Number ______________________ 

Checking account $      __________                  ⁭ Savings account    $__________   

 

Financial Institution 3:  ______________________________________  

Routing Number            ____________________________     Account Number ______________________ 

Checking account $       _________                  ⁭ Savings account    $__________   

              

I hereby authorize the Town of Hanover to electronically deposit my paycheck to the financial institutions noted 

above.  

  

Signature__________________________________________ Date____________________________ 
 

Please attach either a voided check or a bank authorization form for all direct deposits.  



EMERGENCY CONTACT FORM 

 

 

TOWN OF HANOVER 

PAYROLL & BENEFITS OFFICE 

188 BROADWAY 

HANOVER, MA  02339 

(781)878-0876 X23 

  

EMPLOYEE EMERGENCY CONTACT INFORMATION FORM 

EMPLOYEE PERSONAL INFORMATION 

LAST NAME: FIRST NAME: 
MIDDL
E 
INITIAL
: 

ADDRESS: 

CITY: STATE: ZIP CODE: 

CELL PHONE: HOME PHONE: 

PERSONAL E-MAIL ADDRESS: 

TOWN INFORMATION 
 

 

WORK PHONE: E-MAIL ADDRESS: 

 

PRIMARY EMERGENCY CONTACT INFORMATION 
(emergency contacts should be local) 

LAST NAME: FIRST NAME: 

CELL PHONE # HOME PHONE #: 

SECONDARY EMERGENCY CONTACT INFORMATION 

LAST NAME: FIRST NAME: 

CELL PHONE # HOME PHONE #: 

  

I CHOOSE NOT TO PROVIDE PERSONAL CONTACT INFORMATION.  

ACKNOWLEDGE THAT BY NOT DOING SO THERE MAY BE CRITICAL 
INFORMATION NOT ABLE TO BE SENT TO ME IN A TIMELY FASHION. 
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Participant Enrollment
Governmental 457(b) Plan

Massachusetts Deferred Compensation SMART Plan - Mandatory
OBRA

98966-02

Participant Information

Last Name First Name MI Social Security Number

Address - Number & Street E-Mail Address

  Married     Unmarried          Female    Male
City State Zip Code

Mo Day Year Mo Day Year

(             ) (             )
Home Phone Work Phone Date of Birth Date of Hire

Check box if you prefer to receive quarterly account
statements in Spanish.

Do you have a retirement savings account with a previous
employer or an IRA?     Yes  or    No

Important Notice: Employees participating in the Massachusetts Deferred Compensation SMART Plan - OBRA Mandatory Plan (the
Plan) must complete Social Security Form SSA-1945. The Plan has been designated as an alternative retirement system for part time
employees not covered by their employers retirement system. The SSA-1945 explains the potential effects of the Windfall Elimination
Provision and Government Pension Offset Provision under the Social Security law which may reduce the amount of your Social Security
retirement or disability benefits, and/or benefits received by you as a spouse or an ex-spouse. If you have any questions regarding
SSA-1945 or if you have not completed SSA-1945, please contact your employer.

Statement Delivery - Participant quarterly statements are sent regular mail via the U.S. Postal Service. If you prefer an environmentally
friendly alternative, please visit www.mass-smart.com for fast and easy enrollment in our Online File Cabinet service.

Payroll Information

To be completed by
Representative:

Division Name Division Number

Investment Option Information (applies to all contributions) - Please refer to your communication materials for information
regarding each investment option.

I understand that funds may impose redemption fees on certain transfers, redemptions or exchanges if assets are held less than the period
stated in the fund's prospectus or other disclosure documents. I will refer to the fund's prospectus and/or disclosure documents for more
information.

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)

MUST INDICATE WHOLE PERCENTAGES = 100%

INVESTMENT OPTION NAME
INVESTMENT
OPTION CODE

(Internal Use Only)
SMART Capital Preservation Fund...................................... MELINC.......................................100%

crlm
Typewritten Text
   Town of Hanover

crlm
Typewritten Text
      P & D 6821

crlm
Typewritten Text
             



98966-02
Last Name First Name M.I. Social Security Number Number
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Plan Beneficiary Designation
This designation is effective upon execution and delivery to Service Provider at the address below. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of
the Plan Document or applicable law.

You may only designate one primary and one contingent beneficiary on this form. However, the number of primary or contingent
beneficiaries you name is not limited. If you wish to designate more than one primary and/or contingent beneficiary, do not
complete the section below. Instead, complete and forward the Beneficiary Designation form.

Primary Beneficiary
100.00%

% of Account Balance Social Security Number Primary Beneficiary Name Relationship Date of Birth
Contingent Beneficiary

100.00%
% of Account Balance Social Security Number Contingent Beneficiary Name Relationship Date of Birth

Participation Agreement
Withdrawal Restrictions - I understand that the Internal Revenue Code (the "Code") and/or my employer's Plan Document may impose
restrictions on transfers and/or distributions. I understand that I must contact the Plan Administrator/Trustee to determine when and/or
under what circumstances I am eligible to receive distributions or make transfers.

Compliance With Plan Document and/or the Code - Participation in this Plan is mandatory. A deduction will be taken from your
wages and invested on your behalf based on your employer's Plan Document. I agree that my employer or Plan Administrator/Trustee
may take any action that may be necessary to ensure that my participation in the Plan is in compliance with any applicable requirement of
the Plan Document and/or the Code. I understand that the maximum annual limit on contributions is determined under the Plan Document
and/or the Code. I understand that it is my responsibility to monitor my total annual contributions to ensure that I do not exceed the
amount permitted. If I exceed the contribution limit, I assume sole liability for any tax, penalty, or costs that may be incurred.

Incomplete Forms - I understand that in the event my Participant Enrollment form is incomplete or is not received by Service Provider
at the address below prior to the receipt of any deposits, I specifically consent to Service Provider retaining all monies received and
allocating them to the default investment option.

Account Corrections - I understand that it is my obligation to review all confirmations and quarterly statements for discrepancies or
errors. Corrections will be made only for errors which I communicate within 90 calendar days of the last calendar quarter. After this 90
days, account information shall be deemed accurate and acceptable to me. If I notify Service Provider of an error after this 90 days, the
correction will only be processed from the date of notification forward and not on a retroactive basis.

Signature(s) and Consent

Participant Consent

I have completed, understand and agree to all pages of this Participant Enrollment form. I understand that Service Provider is required
to comply with the regulations and requirements of the Office of Foreign Assets Control, Department of the Treasury ("OFAC"). As a
result, Service Provider cannot conduct business with persons in a blocked country or any person designated by OFAC as a specially
designated national or blocked person. For more information, please access the OFAC Web site at:
http://www.treasury.gov/about/organizational-structure/offices/Pages/Office-of-Foreign-Assets-Control.aspx.
Deferral agreements must be entered into prior to the first day of the month that the deferral will be made.

Participant Signature Date

Participant forward to Service Provider at:
Great-West Retirement Services®

P.O. Box 173764
Denver, CO 80217-3764
Phone #: 1-877-457-1900
Fax #: 1-866-745-5766
Web site: www.mass-smart.com

Core securities, when offered, are offered through GWFS Equities, Inc. and/or other broker dealers.
GWFS Equities, Inc., Member FINRA/SIPC, is a wholly owned subsidiary of Great-West Life & Annuity Insurance Company.
Empower Retirement refers to the products and services offered in the retirement markets by Great-West Life & Annuity Insurance Company (GWL&A),
Corporate Headquarters: Greenwood Village, CO; Great-West Life & Annuity Insurance Company of New York, Home Office: White Plains, NY; and
their subsidiaries and affiliates. All trademarks, logos, service marks, and design elements used are owned by their respective owners and are used by
permission.



"What Are "Life Problems"?

life problems affect our personal lives and
CaI)- affect our job performance. Among
typical problemsEAP Network can help
you or a loved one with include

• marital problems
• family problems
• couples conflict
• alcohol and other drug issues
• legal concerns
• financial issues
• problems with children
• problems with parents
• agmg Issues
• child care issues

• Stress
• men tal illness
• depression
• grief
• anXiety
• crisis intervention
• workplace crisis
• traumauc events
• domestic viol~nce
• smoking cessation
• health or weight concerns
• gender problems

(partial list)

;b"~~··;"*l·-'tl---l.JLki~~w.1\L"hJ:.~I~.lL~",,,,,,-, 10'''-' 'f. I:

Employees
... in their own words ...

"I was desperate when I called EAP Network and
an appointment was arranged the next day. It was
a huge relief"

"I would recommend EAP Network to anyone. .»

"After my divorce I thought everything would be
better, but it got worse. Money problems mounted,
the kids acted up and their school work suffered. I
called EAr Network and now have a clearfinancial
plan. They also helped me, and family counseling
has improved things for me and the kids. "

"I called EAP Network for legal help. They were
right here when I needed them. .»

For Confidential
Assistance Call:

EAP Network
1-800-333-6624

www.eapnetworkcom



, it it

.. .legal, financial an smQ~Jonal.. , that leave us
uncertain. Someti ·6i1&a:reable to solve these
problems ourselve~,especiMl}:i"JftJl!eare simplej
Often we need th~\k lp of aD. ienced,
professional Now comes mQl"e~~certainty.'
Where do you turn for help? Who .yoq
trust? How much will it cost?

Your employer has provided a FREE,
~CONFIDENTIAL benefit to help yo
during those uncertain times.

EAP Network is here to help you when life
presents problems. We have been helping .
employees and those they love for decades and
with successful outcomes, But we know you
have more questions about EAp, so here we
answer some common questions.

What is an Employee Assistance Program?
¥i::~;~~'''!;~''t;'!ij,

r
EAP Network, your employee assistance
program CI;AP), provides YOLl and youFloved

~ ones with ~ounseling or eonsulraticrrs to help
you with "life probl~fus" whether th¢y are legal,
financial o:remotional. H

Always c~Tpletely ,~onfidential, your EAP is
available 21 hours a day, 7 days a week. Your
employer lias put this program in place for the
health andweU,peingof each and everyemployee.
Neither Y' :j~mployernor co-workers will
know of ur request for help.

How Does It Work?

By calling PAP Network at:

1-800-333-6624
anytime day or night, you or a family member
can speak in confidence with a trained

, professional about any personal issue and
arrange to meet with a counselor face to face.
Your "family" can be anyone you decide needs
help. Your loved one will get the same benefit,
same professional service and can call on
his/her own. No special ID's or numbers are
needed ... just a call.

Who Will Be Helping Me?

The professionals who are part of EAP Network
are licensed and degreed. They are among the
most experienced in their field. The lawyers,
therapists or financial planners you will meet
with are located close to your work or home.

For legal problems, a face to face legal consulta-
tion with a qualified lawyer is provided at no
cost and with no obligation. For financial help,
a meeting with an adviser is arranged. Whether
you need help to get out of debt or start a savings
plan, the financial planning is personalized and

, free. If an emotional problem has you or a
family member confused, our counselors can :
provide free, short term counseling. In many
cases, that is all that is needed. If more coun-
seling is necessary, your full insurance benefit is
available for you to continue with your current
counselor or another of your choice.




